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San Francisco, CaliforniaA 47-year-old man with prior right ulnar collateral
ligament reconstruction presented with angina and
was referred for cardiac catheterization. Right radial
artery angiogramwas normal (Fig. 1A,OnlineVideoFigure 1. Recurrent Brachial Loop
(A) Normal right radial angiogram. Anteroposterior (B) and lateral (C) rig
note there is another area of tortuosity higher in the brachial artery (arr
See Online Videos 1, 2, 3, and 4.
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elbow. A subsequent brachial angiogram revealed an
extremely tortuous recurrent brachial artery loop
(Figs. 1B and 1C, Online Videos 2 and 3).ht brachial angiograms revealing recurrent brachial artery loop. Also
ow). (D) The contralateral brachial angiogram reveals no tortuosity.The transradial approach is increasingly common in
coronary angiography, reducing the risk of access site
complications (1,2). Full radial artery loops occur in
1% to 2% of patients, and can often be straightened
with a guidewire (3,4). However, the prevalence and
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335challenges presented by brachial artery loops are not discussed
in the literature. Furthermore, it is not known whether these
tend to occur unilaterally or bilaterally, so there are no data
guiding the choice between contralateral radial artery versus
femoral artery as the alternative access site. Our decision was
to attempt contralateral radial access. That decision proved
prudent, as the patient’s left upper extremity demonstrated
normal anatomy (Fig. 1D, Online Video 4).
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APPENDIX
For accompanying videos, please see the online version of this paper.
